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INTRODUCTION 

Establishing a patient safety culture is crucial to ensuring the accuracy of patient 

services in hospitals (Wianti et al., 2021). When a safety culture is not effectively implemented, it 

can lead to significant losses for patients, healthcare workers, and healthcare institutions alike. It is 

estimated that the financial impact of patient safety incidents reaches trillions of US dollars, 

hindering global economic growth by approximately 0.70% annually(Lachman et al., 2022) 

Advancements in technology and health science have prompted changes in the healthcare 

system, particularly regarding the safety culture for hospital patients (Jacobus et al., 2022). For 

instance, the Regulation of the Minister of Health of the Republic of Indonesia number 24 of 2022 

ABSTRACT 
 

Implementing patient safety culture is essential to ensuring the 

accuracy and quality of healthcare services in hospitals. When not 

effectively enforced, a deficiency in safety culture can lead to 

significant adverse outcomes not only for patients but also for 

healthcare workers and the institutions involved. Data from Hospital 

X in Surabaya indicated that 56 patient safety incidents were reported 

in 2024, including 23 near-miss incidents, 28 non-injury incidents, 

and 5 unexpected incidents. This study aims to identify the factors 

influencing health workers' resistance to patient safety culture at 

Hospital X in Surabaya through a survey. A quantitative research 

design employing a cross-sectional approach was employed, with 

data collected from 267 respondents and analyzed using linear 

regression. The hospital's implementation of patient safety culture 

was perceived to be inadequate in several areas: (1) Shift Handover 

and Information Exchange; (2) Disclosure of Information; (3) Staff 

Arrangement and Work Rhythm; (4) Response to Errors; and (5) 

Patient Safety Event Reporting. Conversely, the aspects perceived 

positively included: (1) Support for Health Service Facilities; (2) 

Teamwork; (3) Direct Supervisor Support; (4) Communication 

Errors; and (5) Organizational Learning and Continuous 

Improvement. One significant factor identified as influencing this 

outcome is the use of patient safety reporting as a means of 

organizational learning (p-value 0.02). Enhancing organizational 

learning, despite perceptions of favorable aspects, could reduce staff 

resistance to adopting a more robust patient safety culture. 

 
Keywords: Patient safety culture, health worker, resistance 

58

http://creativecommons.org/licenses/by-sa/4.0/
https://journal2.unusa.ac.id/
https://journal2.unusa.ac.id/index.php/MTPHJ
mailto:ysedho@gmail.com


Medical Technology and Public Health Journal Vol. 10 No. 1 (2026) 
 

              

 

mandates that all healthcare facilities implement electronic medical records by December 31st, 

2023 (Permenkes No. 24, 2022). This regulation elicited mixed reactions, as implementing 

electronic medical records can be time-consuming, costly, and challenging, especially during the 

socialization process for healthcare workers (Kesatria Pratama, 2021). The transition from 

traditional medical records to electronic systems is likely to affect hospital patient safety culture, 

particularly regarding access to medical records. This transformation also necessitates an adaptation 

period, during which healthcare workers may experience divided attention, thereby increasing the 

potential for errors (Aisy, 2019). 

Patient Safety Incidents (Insiden Keselamatan Pasien/IKP) remain a significant challenge 

in hospitals. These institutions provide various services that inherently carry risks to patient 

safety(Maesa et al., 2024). A patient safety system is established in hospitals to enhance patient 

care safety. This system includes risk assessment, identification and management of patient risks, 

incident reporting and analysis, the capacity to learn from incidents and implement necessary 

follow-ups, and the development of solutions to minimize risks. The government has also taken 

steps to prioritize patient safety within hospital services(Wianti et al., 2021).  

The management of patient safety culture refers to instruments developed by the Agency 

for Healthcare Research and Quality (AHRQ) (Marselina, 2023). Key steps in this management 

include: 1) Openness of communication; 2) Feedback and communication regarding errors; 3) 

Frequency of reported incidents; 4) Handover and transition processes; 5) Management support for 

patient safety; 6) A non-punitive response to errors; 7) Organizational learning aimed at continuous 

improvement; 8) The overall perception of patient safety; 9) Staffing levels; 10) Supervisors' and 

managers' expectations and actions that promote patient safety; 11) Cross-unit teamwork; and 12) 

Teamwork within individual units. The successful implementation of a patient safety culture is 

essential for delivering quality nursing services (Adella Dwi Ayu Ningsih et al., 2023). Quality 

healthcare services are assessed not only by the completeness of technology, the sophistication of 

infrastructure, and the professionalism of healthcare workers, but also by the effectiveness of the 

processes and outcomes of the services provided (Wulandari et al., 2023). Various factors, 

including perceptions, communication, and occupational safety implementation, as well as 

knowledge, organization, and teamwork, significantly influence employees' roles in cultivating a 

patient safety culture (Rachmawati, 2011). Errors in healthcare often stem from healthcare workers' 

negligence, which may result from distractions, fatigue, or inattention (Utami et al., 2023). High 

work pressure can lead to fatigue, which can contribute to carelessness (Wahyuda O et al., 2024).  

able 1 presents the incidence of patient safety incidents at Hospital X in Surabaya during 2024. 

Table 1. Patient Safety Incidents at Hospital X in Surabaya in 2024 

No Period Number of Incidents 

1 Quarter 1 21 

2 Quarter 2 15 

3 Quarter 3 14 

4 Quarter 4 6 

  Sum 56 

Table 1 presents 56 Patient Safety Incidents that occurred in 2024. These incidents, classified as 

Patient Safety Incidents (IKP), can be grouped into several categories: Near Miss Incidents 

(Kejadian Nyaris Cedera/KNC), Non-Injury Incidents (Kejadian Tidak Cedera/KTC), and 
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Unexpected Events (Kejadian Tidak Diharapkan/KTD) (Sari et al., 2024). Based on the incidence 

rate, the Patient Safety Incidents at Hospital X are categorized as shown in Table 2. 

  

Table 2. Categorization of Patient Safety Incidents at Hospital X Surabaya in 2024 

No Type of Occurrence Sum Percentage 

1 KNC 23 41,1% 

2 KTC 28 50,0% 

3 KTD 5 8,9% 

  Sum 56 100,0% 

 

According to Table 2, the predominant type of Patient Safety Incident at Hospital X in 

Surabaya was the Non-Injury Incident, accounting for 50.00% of all incidents. Conversely, the least 

frequent type was the Unexpected Event, with only 5 incidents reported, representing 8.90%.  

The resistance of healthcare workers to adapting to a culture of patient safety can stem from 

a variety of factors (DuBose & May, 2020). Analysis of secondary data regarding patient safety 

incident reporting at Hospital X in Surabaya in 2024 revealed that 23.00% of the 248 medical staff 

had never reported any known safety incident. Contributing factors included: 20.00% expressed 

fear of being blamed for reporting; another 20.00% feared repercussions for reporting irregularities; 

24.00% were concerned about potential consequences if the perpetrator was their superior; and a 

significant 70.00% felt they were not allowed to ask questions. These results indicate that 

addressing resistance to an improved safety culture should focus on these underlying factors. This 

study aims to identify the elements of patient safety culture that influence healthcare workers' 

resistance at Hospital X in Surabaya. 

 

MATERIAL AND METHODS 

The secondary data collection for the patient safety culture questionnaire was conducted at 

Hospital X in Surabaya. The study population consisted of 804 individuals. To determine the 

minimum sample size, the Slovin formula was used, yielding a total sample of 267 participants. 

Sample selection was performed using simple random sampling. The questionnaire comprised 32 

Likert-scale questions (1-5) covering 10 dimensions of patient safety factors in hospitals. Data 

analysis was carried out using Linear Regression, a statistical method for modeling the relationship 

between one or more independent variables (X) and a response variable (Y) (Syilfi et al., 2012). A 

variable is considered to be perceived positively if the average score is ≥4, and negatively if it is 

<4. Additionally, a question was designed to assess overall implementation perception, using a 1-

100 scale. A patient safety culture is considered well-implemented when the assessment score is 

80 or higher, while scores below 80 are considered poorly implemented. 

 

RESULTS AND DISCUSSION 

Patient Safety Culture Factors 

The culture of patient safety encompasses the values, beliefs, and norms that hospital staff 

embrace to enhance patient safety. This culture is designed to prevent medical errors and 

avoidable injuries (Ghofar et al., 2021). It reflects the extent to which the organizational culture 

supports and promotes patient safety (Aisy, 2019). The patient safety culture comprises the 

values, beliefs, and norms held by healthcare practitioners and other staff throughout the 
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organization that shape their actions and behaviors  (Heriyati et al., 2019). 

 

 

Table 3. Assessment of Patient Safety Culture Factors at Hospital X Surabaya 

Number Factors Sum Interpretation 

1 Shift Handover and Information Exchange 3,67 Poor 

2 Support for Health Service Facilities 4,68 Good 

3 Organizational Learning, Continuous Improvement 4,27 Good 

4 Patient Safety Event Reporting 3,91 Poor 

5 Response to Errors 3,86 Poor 

6 Staff Arrangement and Work Rythm 3,84 Poor 

7 
Support of Executives, Managers or Medical Personnel for 

Patient Safety 4,45 Good 

8 Teamwork 4,62 Good 

9 Communication Errors 4,44 Good 

10 Disclosure of Information 3,81 Poor 

 

Table 3 presents the results of the assessment of factors perceived as positive and 

negative. The factors rated as good, listed from highest to lowest, are as follows: (1) Support for 

Health Service Facilities; (2) Teamwork; (3) Support from Direct Supervisors; (4) 

Communication Errors; and (5) Organizational Learning and Continuous Improvement. 

Conversely, the factors seen as poor, ranked from worst to least poor, include: (1) Shift Handover 

and Information Exchange; (2) Disclosure of Information; (3) Staff Arrangement and Work 

Rhythm; (4) Response to Errors; and (5) Patient Safety Event Reporting. Overall, an analysis of 

perceptions of patient safety implementation is necessary to examine its correlation with the ten 

factors mentioned above. Respondents rated the implementation on a scale from 1 to 100, with 

100 signifying a perception of perfect implementation in the current state. 

 

Table 4. Patient Safety Overall Implementation Perception at Hospital X Surabaya 

Number Variable Sum Interpretation 

1 Patient Safety Overall Assessment 79,05 Poor 

Table 4 reveals that the perception of the patient safety culture at Hospital X in Surabaya 

is categorized as poor. To identify factors influencing the overall evaluation of patient safety 

implementation, a linear regression analysis was performed.  

 

Analysis of the Influence of Patient Safety Cultural Factors on Assessment 

The patient safety culture encompasses the values, beliefs, and norms upheld by the entire 

organization at Hospital X in Surabaya. This culture significantly shapes the actions and 

behaviors of each healthcare worker. The findings regarding the impact of patient safety culture 

on patient safety assessment at Hospital X are presented in Table 5. 

Table 5. Test on the Influence of Patient Safety Cultural Factors on the Patient Safety 

Assessment of Hospital X in Surabaya 

Number Variable Sig. Interpretation 

1 Shift Handover and Information Exchange 0,77 No Effect 

2 Facility Support 0,69 No Effect 

3 Organizational Learning 0,02 Influential 
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4 Incident Reporting 0,15 No Effect 

5 Response to Errors 0,42 No Effect 

6 Staff Arrangement and Work Rythm 0,88 No Effect 

7 Management Support 0,69 No Effect 

8 Teamwork 0,86 No Effect 

9 Communication Errors 0,54 No Effect 

10 Disclosure of Information 0,34 No Effect 

 

The study's findings indicate that a key factor affecting the evaluation of patient safety 

culture implementation is the lack of organizational learning opportunities. Organizational 

learning plays a vital role in enabling an organization to enhance its practices. Collaboration 

among interconnected departments is essential for fostering continuous innovation (Martínez-

Costa et al., 2019). In healthcare, organizational learning is critical for effective information 

transfer during handoffs, ultimately leading to safer patient care. One study highlighted that 

perceived teamwork within a healthcare organization is the most significant predictor of 

successful information transfer. Additional organizational learning factors, such as perceptions 

of management support and the organization's commitment to continuous learning, also 

significantly influence perceptions of handoff effectiveness (Richter et al., 2016).  

 

Factors That Facilitate Change in Patient Safety Culture 

 A review highlights several factors that serve as positive catalysts for change within a 

unit. These include routines that promote the implementation of beneficial changes (Karmila et 

al., 2023), as well as the role of strong leadership commitment and the managerial qualifications 

of a supervisor, which are essential for advancing patient safety (Sulastri et al, 2020). dditionally, 

job satisfaction, as outlined in two-factor motivation theory, can motivate individuals to enhance 

their work engagement and foster a positive attitude towards meaningful change (Andriani & 

Widiawati, 2017). 

The factors influencing resistance to change are not merely the direct opposites of the 

driving factors previously mentioned. Understanding the elements that contribute to resistance is 

a vital asset for leaders, enabling them to anticipate challenges and address existing resistance 

(Karmila et al., 2023). Mapping out and identifying the factors that positively or negatively 

impact resistance to change is an essential step to ensure that the change process runs smoothly 

and aligns with organizational objectives. Since influencing factors and organizational culture 

can vary significantly, the role of a manager or an external change agent becomes critical. An 

agent of change is instrumental in identifying and prioritizing obstacles to minimize resistance 

(Pujilestari et al., 2016). Utilizing Lewin's Force Field Analysis framework (1951), as referenced 

by (Bozak, 2003), an agent of change can articulate the positive driving forces and the restraining 

forces pertinent to the specific unit or organization being changed and in the case of Hospital X 

in Surabaya, analysis of secondary data revealed that approximately 23.00% of the surveyed 

medical staff did not report issues primarily due to a lack of trust and fear of repercussions. 

Addressing these two primary factors of resistance is crucial for the agent of change, particularly 

the manager responsible for medical affairs (Heriyati et al., 2019).  

Additional information regarding resistance obstacles includes the clarity of the 

organization's vision, the methods employed by management to reach consensus for 

implementing changes, the communication strategies utilized during the change process, and the 
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individual circumstances of staff members (such as their perceptions, skills, and the culture 

within their work unit), which were not captured in the survey (Sibarani, 2020). A more thorough 

assessment of these issues is necessary to identify the primary factors contributing to resistance 

at Hospital X in Surabaya. Additionally, further mapping of driving forces and available 

resources should be conducted to mitigate resistance (Cheraghi et al., 2023). 

 

CONCLUSION AND SUGGESTION 

Conclusion 

The implementation of patient safety culture at Hospital X in Surabaya is viewed 

unfavorably, particularly regarding shift handover, information exchange, incident reporting, 

responsiveness to errors, and staff scheduling. Conversely, aspects that are perceived positively 

include management support, organizational learning, direct leadership backing, and teamwork. 

Overall, the patient safety culture at Hospital X is regarded as inadequate. Resistance is attributed 

to various factors, notably the hospital's inability to utilize patient safety incidents as opportunities 

for organizational learning. Although seemingly contradictory, the favorable perception of 

organizational learning may suggest a disconnect between perception and actual implementation. 
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